The reason for the production of antibodies to human growth hormone is obscure. Some structural difference between the administered hormone and the endogenous circulating hormone may exist, or alternatively, in the process of fractionation and purification a part of the exogenous hormone may be altered in some way and rendered antigenic. The cause may, however, lie in the immune responses of the patient since only a proportion of patients on growth hormone therapy develop antibodies.
To bring about sexual maturation the most logical treatment would be with human pituitary gonadotrophin which, like growth hormone, is very scarce. Continued treatment would be necessary for hypopituitary dwarfs if it was desired to maintain fertility.
One has consequently to fall back on replacement therapy with androgens and oestrogens. The disadvantage of androgen therapy is that epiphyseal development may be considerably increased and early fusion may occur, preventing further growth in linear height. To avoid this, treatment should be delayed until a reasonable height has been attained. Soyka delays treatment until the patient has reached a height of 5 ft.
Even though hyposomatotrophic dwarfism is a relatively rare disease, there will probably never be enough human growth hormone for all patients. Our future hopes must depend on the chemical synthesis of a hormone preparation, probably derived from animal growth hormone, that will be active in the human being. Ante-natal: Mother aged 31 years and had been married to her present husband for two years before this pregnancy. There had been two previous pregnancies by her first husband (1954, 1963 ) and both had-ended in spontaneous abortions at 18 and 16 weeks' gestation respectively. The latter had been associated with an influenza-like illness. At the 15th week of gestation of the present pregnancy, a Shirodkar suture was inserted. This was thought to be indicated on the basis of the previous obstetric history rather than Proc. R. Soc. Med. Volume 60 July 1967 32 because of cervical incompetence. The mother had just recovered from a pilonidal sinus infection at this time, having had many similar episodes since the age of 19. The pregnancy proceeded normally until the 33rd week when she developed a trichomonal vaginitis which was successfully treated with metronidazole. Maternal WR and Kahn were negative. The cervical suture was removed at 38 weeks. From this time until delivery at 39 weeks the mother suffered from a pyrexial illness associated with malaise, dry cough, headache, muscle pains and a white vaginal discharge. These symptoms did not abate until the third post-partum day.
Delivery: Delivery was normal and the Apgar rating 8. No special resuscitation was required and no abnormalities were detected at birth. Birth weight 6 lb 11 oz (3,033 g). The placenta was macroscopically normal and weighed 1 lb (454 g).
Neonatal course: At the age of 3 hours, the infant had a cyanotic attack but recovered rapidly without treatment. No abnormal clinical signs were detected. At 7 hours, the temperature had risen to 101°F, there was slight abdominal distension and a further cyanotic attack occurred. Two hours later, the patient became grey and the liver was enlarged 2 fingerbreadths below the right subcostal margin. By 13 hours of age, there had been no improvement in colour and there were few spontaneous movements. The Moro reflex was incomplete and there was minimal hypertonia of the limbs. The fontanelle was of normal tension and there was no back stiffness. The association of pyrexia with a striking immobility, unless disturbed, and abdominal distension, suggested a possible diagnosis of meningitis. A lumbar puncture was performed.
Investigations: Lumbar puncture: murky purulent fluid was obtained under normal pressure. WBC 7,500 (98% polys.), protein 960 mg/100 ml, glucose normal. Gram staining revealed the presence of scanty, delicate Gram-positive rods.
The following media were inoculated: blood agar, incubated anaerobically and in 5% C02, 0l % glucose broth and liver digest broth. From these cultures, from blood, and swabs of conjunctivae, ears, throat and meconium, a pure growth of Listeria monocytogenes was obtained. The identity of the organism was suspected by the colonial morphology and the curious tumbling motility at 22°F. This was subsequently confirmed by fermentation reactions using the criteria of Cowan & Steel (1965) and by rabbit inoculation, which produced a significant monocytosis after three days. A vaginal swab from the mother also yielded L. monocytogenes but blood cultures were sterile.
Skull and chest X-rays of the infant showed no abnormality.
The organism proved sensitive to all antibiotics tested.
Therapy and progress: The patient was treated with intravenous penicillin, tetracycline and hydrocortisone. Erythromycin and chloramphenicol were given by the intramuscular route. The chloramphenicol was discontinued when the sensitivities became available. Three convulsions occurred during therapy and were readily controlled with phenobarbitone. Progress was satisfactory thereafter and neither hydrocephalus nor neurological deficit ensued. The child appears developmentally normal at the age of 3 months.
Discussion
The association of unusual symptoms in the mother resembling severe influenza, and a meningitis of obvious pre-natal origin suggested a possible listerial infection. Erythromycin and tetracycline were therefore included in the therapeutic regimen from the outset as the organism has been found to be almost invatiably sensitive to these antibiotics.
Frequently, the presence of scanty Grampositive rods in the CSF film may be disregarded and considered contaminants. Correct identification was made by only 55 % of 71 laboratories in a recent survey (Gray & Killinger 1966) . The organism has been known to cause recurrent abortion in mammals but it is uncertain whether this occurs in man. In view of the similarity of the symptoms surrounding the previous abortion and the present pregnancy, the authors consider it possible that L. monocytogenes may have played an wtiological role in both situations. This condition is usually considered to be a transplacental infection of uterine contents with minor symptoms in the mother. It is interesting to speculate as to the role played in the initiation of a possible infection of uterine contents by removal of the cervical suture in this case. The overall mortality of L. monocytogenes infection of the newborn is 50% of 81 cases analysed by the authors. Of 10 cases who developed symptoms on the first day of life, all died. The present case is the only one known to have survived where symptoms have occurred within hours of birth.
L. monocytogenes disappeared from the maternal vagina following treatment with antibiotics. The authors consider the mother to be a probable chronic carrier of the organism.
